INTRODUCTION
Papillary fibroelastoma is a primary cardiac tumor benign. It accounts for about 7% of heart tumors primitives. Although the prevalence of primary cardiac tumors ranges from 0.0017-0.28% [1, 2] , the papillary fibroelastomas (PFE) are the third in order of frequency after the myxoma and lipoma [3] . We report a case of papillary fibroelastoma by insisting on the fundamental place of imaging techniques in diagnosis especially transthoracic echocardiography and transesophageal echocardiography.
CASE PRESENTATION
A 45-year-old female presented to our hospital for recurrent chest pain with radiation to interscapular area. In the interrogation, she had a history of hypertension, palpitation and numbness on the left side of her face, mouth, upper and lower extremities. Symptoms resolved spontaneously in one hour with no sequel.
The clinical examination is unremarkable, No breath or noise added, blood pressure were 120/75 mmHg and her temperature were 37°C. The electrocardiogram fits in sinus rhythm with a heart rate at 85 BPM, without cavitary overload. The Chest X-ray was normal, blood cultures as well as the inflammatory balance (sedimentation rate, fibrinogen and procalcitonin) were negative ruling out a diagnosis of endocarditis. The measure of troponin and D-Dimers was also negative. Computed tomography scan of the head and CT angiography of cerebral and carotid arteries were unremarkable. Based on these findings, the diagnosis retained was a transient ischemic attack (TIA). In the context of etiological assessment, the transthoracic echocardiography (TTE) showed a mobile and echo dense mass on the aortic valve which was later confirmed by a transesophageal echocardiography. By this last, it was seen a mobile pedunculated round mass 1.40 x 1.27cm maximum on the aortic side of the rightcoronary cusp of a tri-leaflet aortic valve. This valvular echogenic mass was found to be moving during each phase of the cardiac cycle and just adjacent to the origin of right coronary artery. This mass was attached to the aortic valve near to the origin of the right coronary artery (Figure 1 and 2) . However, the aortic valve and other cardiac structures were normal. There was no regurgitation of the aortic valve. ( 
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Figure4. The aortic cusp on different trans-oesophageal views A: trans-oesophageal Echocardiography 34 degrees, B: trans-oesophageal Echocardiography 0 degrees: No aortic regurgitation in color Doppler
The first diagnosis to evoke in order of frequency was a fibroelastoma, without being able to rule out a tumor of another origin, but it allows to exclude its fibrinocruoric nature. An operative indication was chosen to avoid thromboembolic recurrences because of the pediculated nature of the tumor on the one hand, and its size on the other, and, finally, to know its histological nature. Surgery under extracorporeal circulation was performed with surgical excision of tumor and preservation of the aortic valve, on exploration a 1.21 × 1.20 cm pedunculated mass was found, it was attached to the right coronary cusp very close to the commissure between the right and non-coronary cusp of the aortic valve. The mass was firm, glistening friable and looked filamentous on examination. The operative follow-up was simple. Pathological examination of the resected tumor revealed a papillary proliferation including few fibroblasts collagen and elastic fibers, covered with hyperplastic endothelial cells which allowed to confirm the diagnosis of papillary fibroelastoma.
DISCUSSION
Cardiac papillary fibroelastomas is a primary benign endocardial tumors arising from the normal component of the endocardium like fibrous tissue, elastic fibers or smooth muscle cells. The origin of PFE is unclear and various possible causes have been mentioned in the literature. They have been considered as hamartomas, organized thrombi, iatrogenic (post radiation, surgery) or inflammatory foci due to unusual endocardial responses to infection or hemodynamic trauma [2, 4] . However, some authors believe that PFE's are true neoplasms [1, 2] . Law and all have found 833 cases published so far with a male preponderance (58%) and mean age of 56 years. The same results have been published by Gowda RM and all [5] . The tumor size ranged from 2 to 70 mm. The most preferred location is aortic (44-52%) followed by mitral valve (25-30%), tricuspid valve (17%) and pulmonary valves (13%) [1] . In majority of the cases, they have a short pedicle and multiple papillary fronds similar to a sea
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anemone. However PFE arising from semilunar valves are located with equal frequencies on the ventricular and arterial sides of the valves [1, 5] . In addition, non-valvular origin was described in 16% of cases; the tumor can affect the left ventricle, the right ventricle, the atrium, the papillary muscle… [1, 6] .
Clinical presentation of PFE's varies from asymptomatic to severe thromboembolic complications, myocardial ischemia, infarction and stroke [7] . However pulmonary embolism, congestive heart failure, near-syncope ventricular fibrillation and sudden death have also been reported [1, 6, 8, 9] . Embolization may occur from fragments of the fronds of the tumor or from a thrombus that frequently forms on the tumor 'nidus' due to platelet or fibrin aggregates. In our patient, the atypical vague chest discomfort and pain could have been due to the partial, intermittent obstruction or limitation of blood flow through the right coronary artery orifice in the aortic root due to the strategic location and variable mobility of the tumor mass during various phases of cardiac cycle. Therefore, this could be considered as angina-like symptom. But the transient ischemic attack (TIA) could have been due to the partial, embolization from fragment of the fronds of tumor.
The diagnosis is usually made by 2-dimentional or transoesophagea echocardiography. Recently, 3-D echocardiography, magnetic resonance imaging and multislice spiral computed tomography have also been used for better delineation of similar tumors [4, 10] . Typical echocardiographic features include a small (1-4 cm), highly mobile mass with a pedicle attached to the valve or endocardial surface and a frondlike appearance with or without multifocal involvement [10] . It appears round, oval, or irregular on echocardiography but it is generally well-demarcated and homogenous in appearance. When image quality is optimal, a "speckled appearance" with "stippling" around the perimeter could be seen. In majority of the cases, single lesions are detected by echocardiography but the tumor can also affect more valve structures, aortic, mitral, tricuspid [11] . The majority of patients have the tumors on valves with normal function. Rarely this tumor could be responsible for valve dysfunction. The echocardiographic aspect found in our patient is similar to the one described in the literature.
Despite the benign nature of this tumor, it carries very high risk of embolic complications including neurological deficit. The fragile nature and frond-like papillary tissues of the tumor itself is prone to thromboembolism [1, 8] . Embolic complications may be favored by the deposit of thrombotic material on the tumor, but no data are available on the possible efficacy of anticoagulant or antiagre-glove treatments. However, the management of such tumors also includes early anticoagulation [12] . Therefore, once diagnosed, urgent surgical management is indicated even in the symptomatic or asymptomatic patients [1, 6, 13] with mobile and voluminous mass at least 10 mm in the left heart. A conservative surgery is possible for at least 90% of the aortic or mitral locations. The indication is more questionable for asymptomatic left-heart fibroelastoma, the fibroelastoma of the right-heart and tumor less than 10 mm, which could be the subject of a simple monitoring [13] . For that, surgery was indicated in our patient.
The PFE's are usually pedunculated and may be easily removed with associated endocardial tissue. Care should be taken to avoid fragmentation of the tumor tissue. Also, aortic valve should be preserved preferably. In case, if there is resultant valve defect, it should be repaired, otherwise a valve replacement is warranted. The surgical resection is curative, safe and well tolerated [6, 9, 13] . Intraoperative TEE is essential to assess valvular function after tumor resection. Re-growth of the tumor after resection has not been reported, and it requires long-term TEE follow-up studies to confirm.
In our patient, the surgical procedure under extracorporeal circulation was carried out with chirurgical resection of the tumor and conservation of the Aortic valve, the operative sequences were simple and the pathological studies allowed to confirm the diagnosis of the papillary Fibroelastoma.
CONCLUSION
The fibroelastoma is rare and benign heart valve tumor for which the exact prevalence remains unknown; it is associated with a high embolic risk. Ultrasound imaging makes it easier to access the diagnosis. A strong suspicion, appropriate use of imaging modality, preoperative anticoagulation and urgent resection of the tumor is not only lifesaving but also avoids tumor-related vascular, embolic or neurological complications.
